1OWA DEPARTMENT OF HEALTH FACILITIES DIVISION
Lucas State Office Building

[INSPECTIONSE RTINS
Des Moines, IA 50319-0083

(515) 281-4115 Phone

(515) 242-5022 Fax

TERRY E. BRANSTAD RODNEY A, ROBERTS, DIRECTOR
GOVERNOR

KiM REYNOLDS
LT. GOVERNOR

June 16, 2015

Ms. Brandi Logli, Executive Director
Sunnybrook of Fairfield

3000 West Madison Avenue
Fairfield, IA 52556

RE: Final Recertification Monitoring Evaluation Report — Sunnybrook of
Fairfield, Fairfield, IA

Dear Ms. Logli:

Enclosed is the Final Recertification Monitoring Evaluation Report completed by the
Department of Inspections and Appeals (DIA) in accordance with Jowa Code chapter 231C and
Iowa Administrative Code (IAC) chapters 481—67 and 481—69, following a survey by DIA on
May 28 & June 1, 2015. The Report notes a Regulatory Insufficiency in the area(s) of: Life
Safety.

Each Regulatory Insufficiency requires that the Program submit a written Plan of Correction
(POC).

In preparing the POC, please use the tenant identifiers from the Report, i.e. Tenant #1, when
reference is made to specific tenants. If your response includes a specific tenant’s assessment or
service plan, it is the Program’s responsibility to conceal the tenant’s name in order to maintain
the tenant’s anonymity. Your response shall include the following:

1. Elements detailing how the Program will correct each regulatory insufficiency.
2.  What measures will be taken to ensure the problem does not recur.

3. How the Program plans to monitor performance to ensure compliance.

4. The date by which the regulatory insufficiency will be corrected.

Please note that all regulatory insufficiencies must be corrected within 30 days of the date
of the exit conference; however, there may be situations where the timeframe may be
shortened or lengthened, at the discretion of the department.

The POC must be submitted/emailed to DIA to my attention within ten (10) working days of
receipt of this letter. It may be necessary for DIA to revisit the Program to confirm progress in
fulfilling the POC’s corrective measures.

Telephone Number for the Hearing Impaired: (515} 2426515



As provided by IAC rule 481-67.14, you are afforded one opportunity to refute cited
regulatory insufficiencies through the informal conference process. A request for an informal
conference must be made within 20 working days of the notice or service of this letter and the
final report. Please refer to rule 67.14 for more information.

The review of the recertification documents you submitted has been completed and the
documents are accepted. In addition, the State Fire Marshal’s (SFM) inspection report has been
received as well as the Facility Engineer’s approval of the Evacuation Plans for your program.

Also enclosed you will find the Assisted Living Program Certificate S0170 with
effective dates of February 19, 2015 through February 18, 2017.

If you have any questions in regard to this report, please contact me at 515/281-7039
or Rose.Boccella@dia.iowa.gov

Sincerely,
Kise Boccelln

Rose Boceella
Program Coordinator
Adult Services Burean

Enclosure
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SUNNYBROOK OF FAIRFIELD

A Q00 481-67 Initial Comments A 00D

Assisted Living Programs are defined by the type
of population served. The census numbers were
provided by the Program at the time of the
on-site.

Dementia-Specific Program by Definition

Number of tenants without cognitive disorder: 46
Number of tenants with cognitive disorder; 5
Total Population of Program at time of on-site: 51

Dementia-Specific Program by Dedication

Number of tenants without cognitive disorder: 0
Number of tenants with cognitive disorder: 9
Total Population of Program at time of on-site: 9

TOTAL census of Assisted Living Program: 60

The following regulatory insufficiency was cited
during the recertfication visit conducted to
determine compliance with certification for an
Assisted Living Program:

A 138 481-69.32(2)a Life Safety A 138

481-69.32(231C) Life safety-emergency policies
and procedures and structural safety
requirements.

69.32(2) An operating alarm system shail
be connected to each exit doorin a
dementia-specific program. A program serving a
person(s) with cognitive disorder or dementia,
whether in a general or dementia-specific setting,
shall have;

a. Written procedures regarding alarm
systems and appropriate staff response when a
tenant ' s service plan indicates a risk of
elopement or a tenant exhibits wandering
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behavior,

This REQUIREMENT is not met as evidenced
by:

Based on observation, staff interviews and
Program documents the Program failed to have
an operating door alarm system connected to
each exit door in the dedicated dementia unit.
The Program also failed to have written
procedures regarding the alarm system and
appropriate staff response when a tenant's
service plan indicated a risk of elopement or a
tenant exhibited wandering behavior. A doorin
the dedicated dementia unit was not alarmed and
was unlocked when observed during the tour of
the building. The Program also did nof provide
written procedures regarding the alarm system
and staff response when a tenant's service plan
indicated risk of elopement or when a tenant
exhibited wandering behavior.

1. According to the ALP Monitoring Entrance
Form, the Program consisted of a dedicated
dementia unit with 9 tenants and a general
population, which was dementia specific by
definition, with 51 tenants at the time of the
recertification visit. The dementia unit was
required to be alarmed as it was a dedicated
dementia unit. The general population was
dementia specific by definition; however, at the
time of the recertification visit was not required to
have operating door alarms.

2. According to observations on $-28-15 and
6-1-15, the dedicated dementia unit had four exits
(for the purposes of the report the doors were
assigned number to provide clarification). Door
#1 was a delayed egress door and the door went
to the exterior of the building. Door #2 was a
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delayed egress door and was located in the 500's
hallway of the building. Door #2 was located |
between the general population and the entrance
to the dedicated dementia unit. Door #3 was a
delayed egress door and was located in the 300's
hallway of the building. Door #3 was located
between the general population and the entrance
to the dedicated dementia unit. Door #4 was a
door that went from the dedicated dementia unit
to the courtyard. Door #4 was not a delayed
egress door and was not alarmed.

The building had a courtyard which was enclosed
by the structure. There were three doorways
from the courtyard, including Door #4 into the
dedicated dementia unit. There were two other
doorways from the couriyard that went into the
general population. Door #5 was located in
dining room and went into the courtyard. The
door had delayed egress capabilities; however,
when observed the door opened without delayed
egress and was not alarmed. Door #6 was
located in the transition between the 400’s
hallway and 500's hallway. The door was nota
delayed egress door and was not alarmed. The
dedicated dementia unit and general population
had exit doors that went to the courtyard. That
provided an area where two different populations,
tenants in the dedicated dementia unit and
tenants in the general population, both had
access.

3. On 5-28-15 at approximately 11:20 a.m. a tour
of the building was completed and the following
was observed: the door from the dementia unit to
the courtyard (Door #4) was unlocked and not
alarmed. The locking hardware was located on
the inside of the door and the bar was the outside
of the door. According to observations on
5-28-15 and 6-1-15, the monitor was able to enter
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the courtyard through the doors at the transition
from the 400's hallway and 500's hallway (Door
#6) and enter the building from the courtyard
through the doors in the dining room (Door #5)
without any alarms sounding or security code
required.

4. According to an interview on 6-1-15 with the
Environmental Services Director, the door from
the dedicated dementia unit to the courtyard
(Door #4) was usually locked. He said the plan
for the door was to disable the locking hardware
and to make the door a fixed non-operable
viewing point.

5. According to an interview on 6-1-15 with the
Executive Director, the door observed unlocked
on the tour (Door #4) was usually locked. Staff
had a key for the door on the key ring, which was
exchanged by staff at shift change. She said
there was no audible alarm to the door and staff
was not alerted when the door was opened.
There were no policies on door alarms. The
Executive Director said there had been no issues
with tenant elopements or fire.

6. According fo the Program's policy regarding
mandatory safety in a dementia unit, a secured
dementia unit would have locked doors which
were opened with a security code. The doors
would also have a 15 second delay for egress.
Evacuation of the tenants to the other side of the
two hour fire doors would occur if a fire was in the
dementia unit. If the fire was outside the
dementia unit the tenants would remain in the
area. In case of an emergency evacuation staff
would remain with tenants at all times.

7. According to the Program's policy regarding
employee training, during the orientation process
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employees would receive training including: fire
and storm safety training.
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Sunnybrook of Fairfield Assisted Living
3000 W. Madison,

Fairfield, 1A 52556

Tel: 641-469-5778

Fax; 641-469-4529

o
< %’x ﬂ;’; mf

June 22, 20153

Rase Boceella
Program Coordinator

Adult Service Bureay

RE: Final Recertification Monitoring Tvaluation Report

Dear Ms. Boceella:

Life safety 481-69.32(231 C) Attached are the emergency policies and procedures and siructural
safety requirements.

Life Safety 69.32- An audible alaim sysi emn for the door in the dementia unit labelled as; Door
#4 will be installed with an audible alarm, The | }zcgea, will begin approximaiely June 30, 2015
and will be corapleted by July 15, 2015, {"he. door alarms are inspected monthly by
maintenance.

Siﬂcere} Y
‘whi‘}f;’ }f{./ i\f\l

anm Logh

FExecutive Director
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PRODUCT OVERVIEW

The highly effective Exit Stopper can serve as an mempensive sacurity device and help
stop theft by alerting you to any unautharized exits or entries through emergency s
CGors,

HOW IT WORKS

if the protected door is opened, the electronic Exit Stopper ernits an ear plercing alarm for
30 seconds, 3 minutes or continuously (as preset by the user). A key aperated averrids
will silence the alarm and aliow authorized exits. The unit can be sef for a 30 second delay
betore arming or tripping. Exit Stopper “Always Active” aliows the key holder to reset the
atarm, but does not allow the atarm to be lurned off, Exit Stopper is fitted with 2 9 VDO
alkaline battery. H is availabie in red or green for almost any type of door, mourting or
instaliation, including remote plasement of the alarm (not for outdoor usea).

KEY FEATURES

Beneral iformation

« Marm alerts to any unautharized

sxits/entnes through emergericy
exit doors and rear doors,

- User can sslect wheiher tC use as

an alarm or annunciaion

- 105 or 9% dB warming horm.
- Detects both vnauthonzed exdiis and

sniries.

- Thiee year guaranies aganst

breakage of polycarbonata n
normal Lse lone year on gactra
mechanical and electronic
componentsy.

Design

- Highby visiie “stop sign” desiogn

acts as a doterrent,
Lonstrucition

- Tough, ABS construction.

{astallation

- May be mouniad on top, rald, left

or next to almost any daor.

- Aecommended operational

ternperature range s 32° to 118°F

- dot for ouidear use,
- Unit is completely seli-contained.
- Easy o insial, . nuch leas

sxpensive than heavy horizordad
ber type unite..and practical for ol
amergency doors.

Eisclronies

- In exil atarm mode, alarm can

D set o sound for 30 seaonds,

3 mingtes or indefinitely {unless
disarmnd with key supplied ot until
hattery is drained).

- ln annunoator mode, T announces

door endry with & set of 10 beeps.

- Mgy be progiarmmen for 30 second

eniry delay or Immadiata slarm.

- Arraing delay allows unit 1o arm

foliowing authonzed exits,
Options

- Available int red or gesen.
- ST-5400WIR supervised wireless

433 Mt {(with 4 or 8-Channel
Recgiver or Voied Recealver). Up fo
1000 oot flire of sight) range.

- BT1-6402 providas protection for

double door applicaiions with two
sats of reed contacts

- BT-6402 allows for remuote horn o

be locatad 500 feel frem the deoer
it is protecting ~ 15 gatige wire ol
nciuded or slecincalty supendsed.

- §TI-8404 provides protestion for

double doors and has remole hom
capabilities {18 gauge wire not
ncludet.

- BTH-G408 allows key hokder 1o resat

the atarm, Uit cannot be wrned ofl.

» §TI-64G6 can be operated from

hoth sides of the exit/eniry door.

o

For more information, cell 1-800-888-4784 {ASTH or vish mare i Giiuinn

cfg@%e Safeiy Technology
Yt Infernational, Inc.




STl Exit Stopper®

Dimensions and Technical Information
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Exit Stepper muliifunclion door alarm

Wirgless Bxit Stopper muliifunclion door aiarm
Wirsless Exit Slopper mudtiunction door atarm
with 4-Channel Receiver

Wirstess Exit Slopper multifunction dooi alarm
with §~-Channe! Recaiver

STI-VE400WIR4 Wirekess Exil Stopper muliinchon door alam
with 4-Channet Vioice Recaiver

Exit Stopper mudtifunction door alarm oy double
door instaliation

Wirelass Ext Stopper mullifuncion doar alarm
for double door instaflation

A S

§Ti-6400
ST-G400WIR
5TH5400WIR4

STH-B400WIRS

5T1-6402

3Ti-8402WiR

S5T-6403% Exit Stopper muktifunction door alarm wath
rernote horn

ST1-5404 Exit Stopper for doutde door with rersote ham

STI-8405 Exit Stopper muitifunciion door alarm vath
“always active” lealure

ST1-6406 Exit Stopper witih duaf access controd

STI-3483AE0  Feplacement syon alarm

5T1-34104 4-Chnannal receiver

ST1-34108 8-Channed receiver

BTi-3104 Lamg conirolicr

SUB-6402 Rernote horn o uge in gonjunction with all above
2xit sdarmn modeks or o replacs rameie harm in
ST-8403 '

36402 dMagnel and oed switch wiliy spacears

15200 Warning "Door Alarrmned” bl

SEECIFICATIONS

Housing 1/8 in. Polycarboraig -

Power Source VYDC Alkaling or 12-24 VI YWired

Warning Horen a5 di3 - Low

at 4 foot 105 ¢l - High

Farrsi C Dy 0-30 VYoits
AC/CC, 1 Amp

Beluy Gontacis

Dinensions 5370in. x 0378 x2in,
137mm x 837pwnx Blmm

Sisndby Gurrent  10UA

Alarm Current 200 ind

flegommended  32F 0 113°F

Operating 0°C 10 48°C)

Temperahwe

Prinied n U R A @ 19822000 Saleby Tebiroinny lomagonst, Toe.

B S P I T

TESTING

STI-84030, STH-8400WIR, STI-8400WIR4 & STI-6402WIR
FOC &G Complisnt

- OF Approved

WARRANTY

Three year guarenies agsinst breakage of polysarbonae m normal use
(ona year on electro mechanical anxd electronic componanis,

AT

[REEMEES I W

Volurne- (105 dB) ot 1 toat [ o A

Volume- (85 d8) ar t oot | OFF
Duration- 3G Second Alarm )
Duwration- 180 Second Alarm
If)ura"_i_iaf - :(_}:r:ér_wtianft{ 15 Adaren
Duration- Annunciator Mocie
:{'ﬂp— If}aﬂied“g;;ia !

Dinar Pr'cisa iode
Arroing- immadiale

“Arming- 30 Second Delay

‘Féémiy Sétrings )

OFF" " OFF

OFF  ON

ON  OFF

O O_i‘l |

...... - @FF" .
UM

Cpobimat bm sl s Heome ot oo ~ra




20, Elopement Risk (MC Only)

Purpose:

To establish a systematic approach for identifying residents who are at high risk for elo;ﬁement
and to establish a procedure to ensure the safety of a resident wha may wander. To establish a
staff and family education process to ensure ali appropriate persons are aware of the elopement
precautions that need to be followed.

Palicy:

Upon maove in to a memaory care unit, all residents need to have an elopement evaluation. Any
resident identified at risk, of elopemeant should have every attempt made to have some type of
1D on thewr person containing their name, address and phone number. This could include a
stainless steel or medical ID bracelet or an Alzheimer’s Never Lost bracelet. Al residents will
have their picture available,

Any resident residing in an ALF community who exhibits goal directed {exit seeking) wandering
and becomes at risk for elopement will require an elopement risk evaluation. Upon any
suspected or actual missing persen in an ALF community, an elopement risk evaluation will be
done and a plan of care meeting held to identify the safety needs of the resident.

All interventions will be identified on the resident’s Plan of Care and all staff will be made aware
of those interventions. All staff will receive in-service/training on how to respond in the event

of an elopement,

Procedure:
Upon move in to the memory care community, use the Elopement Risk Evaluaticn as a tool to

identify anyone a1 risk for elopement. Re-evaluate quarterly if elopement risk continues.

1. Assure all exit doors are alarmed properly and remain on, 24 hours a day.

2. Door codes should be changed periodically in case there are residents that can
manage the door codes. )

3. The resident plan of care must contain alf interventions to prevent an elopement
and all staff must be made aware of those interventions.

4. Any resident actively exit seeking, must have atternpts made to involve them in an
activity; take him/her for a walk, or remove him/her from the door area.

5. May use additional props to redirect the resident away from the exit doors.

6. The LN/ED needs to assess for the reasons for the exit seeking behavior and naotify
the MD.

7. There must be a plan of care meeting conducted with the ED, LN, RCC and family to
help identify the reasons for the elopement and (o, implement interventions.

8. lidentify the need for further psychiatric evaluation and assistance with the behavior

planning.

Fropntier Management, LLC
Rev, 06/11/2015
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9. {f all plans and interventions are not effective, notify the Regional Vice President o
consult on the safety of the resident in the community including consideration for
alternative placement,

Fronlier Management, LLC
Rev. 06/11/2015
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Elopement in Memory Care Policy and Procedure

POLICY

To train staff on our standard elopement drill at least quarterly and to have a procedure in place
i the event of a missing residerit.

PROCEDURE

]

Complete and keep a current ist and picture of all dgmentia care residents identified as a
high elopement and or a wandering risk. ;

in the event of a missing resident, staff shall notify their immediate supervisor and begin
a thorough search of the entire community. This search shall include but is not limited to
closets, under beds, and bathrooms, including showers

All windows must be checked during the search to ensure that they were not used as the

exit route.
The Executive Director or designee shall be notified immediately.
The Executive Director or designee shall notify all managers to be on alert if additional

assistance 1s needed.

Statf shall thoroughly research all areas, even if previously searched.

Automobiles must be searched by staff and volunteers in surrounding neighborhoods.
Searching staff members are to stay in touch by cell phone and are to report back to the
community regarding their status in 15 minutes.

1f Resident is still missing after completion of the above

1 Notify sherifffpolice Department via 91}

2. Provide local law enforcement with the following information:
@ The time that the resident was last seen, by whiom, and what they were doing
s Picture of the resident
¢ The Clothing they were wearing when last seen
» Any physical identifying information
¢ [nformation about health status, medication or medical needs
« Information about nicknames or typical behavior

3. Inform Famuly/legal representative and resident physician.

Continue to work with law enforcement per their directions.

5. Notify the Community RVP, who then will notify VP of Operations.

N

Revised [/12/14 7420 Bridgeport Rd.. Suite 105
Portland, OR 97224

(503) 443-1818- office
(503) 443-1919- fax




WHEN RESIDENT RETURNS TO THE COMMUNITY

1 Obtain an updated medical evaluation of the resident if seen at 2 hospital and initiate

any new orders.
2 If not seen at hospital, Health Service Director shall complete a full assessment of

resident.

3. Establish extra staffing for the resident, including overnight, until reassessment is
completed,

4. Place resident on ALERT and complete necessary documentation.

5. Unpdate service plan for new interventions to ensure safety of resident.

6 Schedule an in-service within 48 hours to review the event and ensure that procedures

were followed, implementing any necessary changes.

7 Verify that resident is included on the high risk of eloperent list and add resident if
not histed

8 Notify RVP of outcome and health status of the residert

8. The Executive Director musi notify the state Licensing ageney per licensing
TequIrements.

10. The Executive Director, Health Services Director, Area Nurse and RVP will access
communities continued ability to meet resident’s needs.

Revised 1/12/14 ‘7420 Bridgeport Rd., Suite 105
Portland, OR 97224
{5031443-1818- office
{503) 443-1919- fax
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Guideline

Event Reporting

Nurse. -

Documentation of any eveni that has potential for concern for any tenant, staff, or visitor

» Anevent of concern may be: injury, potential for injury (i.e. fall), elopement, abnormal behavior, etc. A
major injury shall be defined as: an injury that results in death, admission to a higher level of care,
requires law enforcement intervention, emergency mental health freatment, report of dependent adult
abuse, elopement, or medication errors of prescription meds

» Incident report will be completed by the staff member that first is made of aware or 15 present at the time
of the event. Event will be documented in permanent record by RN who does assessment after mcident.
Report will initially be kept in binder in nursing office for 90 days then to incident report file,

Incident report must be completed by staff before leaving the building at the end of their shif
Staff is to contact Nurse and / or manager with each/any incident / event during their shift at the time of
the event/incident

+ Completed incident reports will be left in nursing office
RN will follow up with evaluation in a fimely manner

e Iftenant is a member of our Gardens, family members need o be notified of incident by RN/ Manager

= Any major injuries will be reported to Depariment of Inspections and Appeals within 24 hours or next
business day (DTA may be notified by phone, fax, or e-mail). Legal guardians will be notified of the
event/incident within in 24 hours of the event/incident.

e “Major incident” means an oceurrence involving a consumer during service proviston that:
1. Results in a physical injury to or by the consumer that requires a physician’s

treatment or admission to a hospital:

Results in the death of any person

Requires emergency mental health treatment for the consumer;

Requires the intervention of law enforcement;

Requires a report of dependent adult abuse pursuant to lowa Code section 2358 3,

Constitutes a prescription medication error or a pattern of medication errors that leads

to the outcome in “17,727.73” or (NOTE: Only ones that lead to 1,2,3 are major

incidents and are reporied to bureau, others are minor incidents which are not to be

reported to bureau but documented as minor)

7. Involves a consumer’s location being unknown by provider staff who are assigned
protective oversight.

A

The following are additional response and documeniation of an event if the resident is a member of the Frail
Elderly Waiver or Intellectual Disability Waivers.

For residents under the Frail Elderly Watver or intei}cctuai Disability Waivers: A “Major incident” will be
reported to Department of Hurnan Services, and/ or Case Manager/Service Worker as indicated by the end of

the next calendar day. DHS will he notified online through the IMPA system. Legal guardians will be notified
of the event/incident within 24 hours of the event/incident.

Frontier Management, 1L.1.C. Rev. 2014
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Froatior Wanagement

The consumer shall be notitied within 24 hours of an event/incident took place outside the provision of
providing cares. Follow up reports will be made to case manager as they tequest for any major injury,
Reminder: All major injuries must also be reporited to Department of Inspections and Appeals within 24 hours
or next business day (DIA may be notified by phone, fax, e-mail or online). Legal guardians will be notified of
the event/incident within in 24 hours of the event/incident.

The foliowing information shall be reported:

. The name of the consumer involved.

. The date and time the incident occurred,

. A description of the incident.

- The names of all provider staff and others who were present at the time of the
incident or who responded after becoming aware of the incident. The
confidentiality of other waiver-eligible or non-waiver-eligible consumers who
were present musi be maintained by the use of initials or other means.

. The action that the provider staff took to manage the incident.

. The resolution of or follow-up to the incident.

. The date the report is made and the handwritten or electronic signature of the
person making the report

LD B e
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» A “Minor” incident is an occurrence involving a consumer during service provision that is not a
major incident and that:
1. Results in the application of basic first aid;
Results in bruising;
Results in seizure activity;
Results in injury to self, to others, or to property;
Constitutes a prescription medication error.

BN

A minor incident must be documented using the Event Reporting Form and must be completed before the staff
member leaves the building before the end of their shift.

The staff must contact the Nurse, and/or Manager with any incident or event at the time of the incident/event
The completed report must be kept in a binder in the nursing office for one year and then to incident report file.
For all incidents a notation will be made in the mdividual resident file.

Follow these steps for any event/incident that is out of the normal daily activity for a resident such as:

Falls

Sliding 1o floor -
Sk abrasion

Skin tears

Cuts

injuries

Etc.
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Complete an incident report

Notify on call RN of falls

Update 24 hour report sheet on incident/event

Report off to oncoming shift incident/event

Put completed incident report in Health Care Coordinator office

Health Care Coordinator will be responsible for updating resident care plan

Health Care Coordinator will try new/un-tried inferventions, not just repeating same intervention
s Intervention needs to be resident specific
+ Work from least resirictive intervention, when this has not prevented additional events increase

restrictive interventions

8 Health Care Coordinator must complete pertinent assessment as needed/applicable:

s Fall risk assessments

¢ Skin condition report/skin assessment

s« Neuro assessments

» Plan assessmenis
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Tracking and analysis

Nurse will track incident data and analyze trends to assess the health and safety of residents served and
determine if changes need to be made for service implermentation or if staff training is needed to reduce the
number or severity of incidents.
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